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could give us some insights into the overall management differ-
ences during and shortly after bypass between the 2 groups?
Dr Gaynor. The management strategies and the bypass strat-
egies are fairly similar. The older children probably have a lower
incidence of deep hypothermic circulatory arrest, but obviously the
neonate state is colinked to many other variables, particularly
diagnosis. The patients with HLHS were all neonates. That means
the neonates had a greater incidence of the use of circulatory arrest.
So there may be some colinking there, and these other factors are
important. But there are also physiologic differences in the neo-
natal brain. The oligodendrocytes are not fully mature at birth.
There is a maturation period that occurs after birth; it may be that
the oligodendrocytes in the neonate are more vulnerable to injury
than those of the older infants. I think there are a lot of things that
are related, and we need to sort out what those factors are.
Dr Hanley. Can you give us just a very brief overview
of when you did not use DHCA? What was the standard
so-called “continuous bypass management,” in terms of did you
go low flow, how low, for how long a period of time, things like
that?
Dr Gaynor. That again, we would have to go back and look
at it specifically because it is highly variable between the
surgeons doing the cases. Some of these children were 6 months
old who underwent ventricular septal defect closure and had
continuous bypass at full flow with mild to moderate hypother-
mia; others were neonates who had fairly deep hypothermia and
low flow bypass for a period of time. We haven’t broken that out
in terms of the specific bypass strategies. That is something we could
look at, but it is not a uniform technique for this study and wasn’t
controlled as a factor for this study.
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